Aim: To explore and understand the experience of concealed pregnancy and develop a framework for practitioners.
.
Historically concealed pregnancy has been associated with negative societal and cultural responses and women feared being ostracized from families and communities (Mahon, Conlon, & Dillon, 1998; McCafferty, 2010; O'Reilly, 2003) as premarital pregnancy was stigmatized (Smith, 2007) . Societal opprobrium meant many pregnant single women were sent away by families (Logan, 1996; Wilson-Buterbaugh, 2007) to Magdalen Laundries, Mother and Baby Homes and County Homes in Ireland (Ferriter, 2009) or were sometimes incarcerated in mental institutions (Kelly, 2007) compounding the association with concealment and mental illness.
Concealed pregnancy is sometimes perceived negatively as an abnormal response to a crisis pregnancy. Literature on concealed pregnancy has a distinct biomedical focus (Friedman & Resnick, 2009; Jenkins, Millar, & Robins, 2011; Kenner & Nicolson, 2015; Sandoz, 2011) and links with mental illness made (Spinelli, 2004 (Spinelli, , 2014 which remains unsubstantiated (Brockington, 1996; Friedman, Heneghan, & Rosenthal, 2009; Navarro, Delcroix, & Godeau, 2011; Porter & Gavin, 2010; Resnick, 1970; Vellut, Cook, & Tursz, 2012) . Jenkins et al. (2011) stated concealed pregnancy is a "red flag" and should trigger psychiatric assessment including assessment of maternal capacity.
Current classifications and definitions of concealed pregnancy (Conlon, 2006; Maldonado-Duran, Lartigue, & Feintuch, 2000; Spinelli, 2004 ) and denied pregnancy (Beier, Wille, & Wessel, 2006; Beyer, McAuliffe-Mack, & Shelton, 2008; Maldonado-Duran et al., 2000; Miller, 2003; Milstein & Milstein, 1983; Neifert & Grotowski, 2000; Vellut et al., 2012; Werner, Campbell, & Frazier, 1980) are inadequate for practitioners dealing with complex cases.
| BACKGROUND
Women conceal a pregnancy due to a paralysing fear of the pregnancy being revealed (Murphy-Tighe & Lalor, 2016a , 2016b . Literature and media reports focus primarily on outcomes of adoption (Kelly, 2005) or infanticide and adaptive aspects of concealed pregnancy are rarely acknowledged (Conlon, 2006) . Concealed pregnancy has serious implications for mothers and infants and may lead to maternal and neonatal morbidity/mortality (Ali & Paddick, 2009; Brezinka, Huter, Biebl, & Kinzl, 1994; Chen, Wen, Yang, & Walker, 2007; Lewis, 2007; Sadler, 2002; Wessel, Endrikat, & Buscher, 2003 Zaldivar-Jolissaint, Bervini, Morisod, & Baud, 2015) . As a hidden phenomenon estimating incidence rates is challenging. Prevalence rates of concealed pregnancy in Ireland (Conlon, 2006; Thynne, Gaffney, O'Neill, Tonge, & Sherlock, 2012) , Wales (Nirmal, Thijss, Bethel, & Bhal, 2006) , Berlin (Wessel et al., 2007) and USA are reported. Similar rates of 1:2,500 cases until birth and higher rates where women conceal up to 20 weeks gestation (Conlon, 2006; Thynne et al., 2012) were found with women coming from all socio-economic backgrounds, varying in age, occupation, and marital status (Friedman, Heneghan, & Rosenthal, 2007 ; Murphy- Tighe & Lalor, 2016a , 2016b Wessel et al., 2007) .
Concealed pregnancy is a contemporary phenomenon warranting support rather than intensifying surveillance of women (MurphyTighe & Lalor, 2016a) . The literature addresses the association between concealed pregnancy and adoption (Aloi, 2009; Bos, 2007; Howe, Sawbridge, & Hinings, 1992; Villeneuve-Gokalp & Jacob, 2011) , neonaticide (Amon et al., 2012; Beyer et al., 2008; De Bortoli, Coles, & Dolan, 2013; D'Orban, 1979; Habek, 2010; Porter & Gavin, 2010; Putkonen, Collander, Weizzmann-Henelius, & Eronen, 2007; Riley, 2005; Saunders, 1989; Tursz & Cook, 2010; Vallone & Hoffman, 2003; Vellut et al., 2012) with lesser attention on abandonment (Mueller & Sherr, 2009; University of Nottingham, 2012) . Concealed pregnancy is a precursor to potentially tragic outcomes which must be understood if robust responses are to be developed.
Numerous international cases of newborn abandonment are reported (Austrian Times, 2014; CNN, 2013; Irish Times, 2015; Jaffer, 2014; Riegel, 2014; Sydney Morning Herald, 2014) . Concerns about concealed pregnancy and child protection exist (Department of Health, 2002; Earl, Baldwin, & Pack, 2000; Reder & Duncan, 1999; Ward, 2005) and Serious Case Review's into infant deaths raise questions about the significance of concealed pregnancy (BBC, 2014b , Ibbetson, 2014 and maternal-infant attachment (MurphyTighe & Lalor, 2016a , 2016b . Neonaticide cases in Europe, USA,
Why is this research needed?
• Concealed pregnancy is a contemporary public health issue and can lead to maternal and/or perinatal morbidity and mortality.
• Practitioners require a framework to assist understanding concealed pregnancy to prevent catastrophic outcomes.
• Women who conceal a pregnancy experience varying levels of fear, having an impact on their ability to seek assistance, support, and antenatal care.
What are the key findings?
• The typology generated identified key factors that influence the duration of concealment which may be internally or externally mediated.
• Women who conceal a pregnancy close to or up to birth may have experienced adverse traumatic life events for example, child sexual abuse, sexual assault, or domestic violence.
How should these findings be used to influence policy, practice, research, and education?
• A typology of concealed pregnancy may assist practitioners in responding to women sensitively, understand the association with trauma and assist policy makers in developing crisis pregnancy and trauma sensitive services and integrated carepathways.
and Australia have raised concerns about concealed pregnancy and safeguarding children (De Bortoli et al., 2013; Porter & Gavin, 2010) .
Reports of trauma amongst women where neonaticide resulted exist (Bonnet, 1993; Riley, 2005; Spinelli, 2004) . The typology generated is presented to assist understanding concealed pregnancy.
| Aim
The aim of this study was to explore and understand concealed pregnancy to develop a framework for practitioners.
| Design
A Glaserian grounded theory study was undertaken to explore and understand the experience of concealed pregnancy. Grounded theory is an inductive method used to explain latent patterns of behaviour (Glaser, 2001) and was used to generate a conceptual rendering of the process relevant for practitioners.
| Participants
Initially, we planned to recruit women through crisis pregnancy counsellors and social workers. Practitioners felt uncomfortable inviting women to the study due to the sensitivities involved. A press release was issued through the University's Communications Office informing the public about the study and 60 women came forward.
Women were sent a pack about the study and a cooling off period enabled women to consider participation. Women who concealed a pregnancy from others resulting in a delay (after 20 weeks gestation) or failure to access maternity care were eligible to participate in the study. Participants in the study were Irish (N = 26) and European 
| Data collection
Thirty women were interviewed about current or previous experience of concealing a pregnancy. Two women were concealing their pregnancies and 28 women had concealed a pregnancy from 4 to 48 years previously, ranging in age from 23-68 years when interviewed. Women living in Ireland and abroad were interviewed face to face (N = 37); via SKYPE (N = 6) and via telephone (N = 3). Interviews were mainly conducted in hotels to ensure privacy and confidentiality and took between one to three hours to conduct. To ease women into the interview process they were asked a little about the family they grew up in. Further questions included can you tell me about your experience of concealing the pregnancy and can you tell me more about what happened after your baby was born. Data collection and data analysis took place simultaneously during the study.
Women who had experienced significant outcomes or traumatic experiences were theoretical sampled and invited to participate in another interview, while some women requested to participate in further interviews. Many women reported engaging in the study as being helpful as it enabled disclosure and many wished to help other women in such situations. Twenty two cases of public interest involving concealed pregnancy with tragic outcomes were also included as data. This data included media reports, coroners' reports, and Serious Case Reviews and provided information relating to rare cases of abandonment or neonaticide.
| ETHICAL CONSIDERATIONS
Research Ethics Committe approval for the study was granted by the University. Women were reassured of confidentiality when participating in the study and were informed in advance that it would be broken if the interviewer as a registered midwife became concerned for her safety. Written informed consent was obtained prior to interview. Women were given the choice as to their preferred location for interviewing. Thirty women were interviewed and 46 interviews were undertaken in total. Most women opted to meet in a hotel, one woman was interviewed at home, one woman was interviewed at her workplace and lone researcher guidelines were followed. Lone researcher guidelines are important to protect the participant and researcher by providing access to ongoing support and safety mechanisms for example, one participant disclosed suicidal ideation, and another revealed an infanticide. Women were offered a counselling session after participating in the study and 13 women availed of this offer whilst four women never had counselling previously. Following interviews a phone call or email was made to enquire about the woman's wellbeing and offer support.
| Data analysis
All interviews were transcribed and women's stories were compared and grouped into similar categories initially focussing on outcomes. The constant comparative method was employed to look for patterns in the data and transcripts were coded and compared for similarities and differences (Glaser, 2001) 
| Findings
The typology of concealed pregnancy recognizes fear as central to the process as seen in the vertical axis ( Figure 1 ). In the horizontal axis agency and autonomy are seen as critical factors as women's main concern was: "regaining agency and autonomy" and being in charge of their own destiny. In this study agency refers to ones' capacity to act while autonomy refers to ones' freedom to act. Two approaches to concealing a pregnancy were identified: "making myself invisible" (Quadrant 1) and "being made invisible" (Quadrant 4). Nine key factors (internal and external mediating factors) were identified as contributing to the process of concealed pregnancy.
Characteristics of the participants are outlined in Table 1 .
The typology is intended as a framework for practitioners to understand the process of concealed pregnancy. Concealed pregnancy is a life-defining and traumatic experience which does not end with the birth of the baby. The typology (Figure 1 ) identifies that concealed pregnancy may be internally or externally mediated with a trajectory of concealing and revealing over time. Women described fear as disabling, rendering them unable to seek support.
For some fear related to a violent partner, parent or fear of a social reprisal and have an impact on coping responses of secrecy, silence, and avoidance. For the purpose of clarity let's consider the typology in two halves. The left hand side considers women for whom concealed pregnancy is externally mediated. The right hand side highlights internal mediating factors which lead to concealed pregnancy.
The data suggest that women who conceal a pregnancy (internally mediated) up to or close to childbirth have a history of prepregnancy trauma or complicated attachment (Quadrant 1) e.g., child sexual abuse, sexual assault, or controlling relationships. If women conceal close to or up to birth they may not mother their infants and abandonment or neonaticide may feature (Quadrant 1). Women who concealed the pregnancy themselves (Quadrant 1) described self-isolation which was conceptualized as "making myself invisible."
The greater the fear the more likely the woman is to stay away, hide and risk birthing alone. Amongst individuals who have experienced trauma, hiding may be a way of surviving (Browne, 2013; Courtois & Riley, 1992) . Model, borderline and related cases and a new definition of concealed pregnancy are described in a concept analysis (Murphy-Tighe & Lalor, 2016a , 2016b . A model case is a classic case and demonstrates all the defining attributes of the case. A borderline case has some attributes of the case while a related case does not contain the critical attributes of the case (Walker & Avant, 2011 ). I did it all myself…..still not telling….I knew what was going on but I could never put words on it,…it was too horrific to go near….I have no memory of it (birth)…I didn't look, I couldn't, it was too painful.
Maeve remembers little from this time saying: in my memory of remembering it was like I was watching it……I count myself as a mother, and thought that I'd end up in jail, which is why I never went forward for any help.
In terms of moving on the trajectory of concealing and revealing, the fear only diminished over time and through independence from her family. When concealed pregnancy is internally mediated a woman may be found out close to or during the birth and others may keep the secret (Murphy-Tighe & Lalor, 2016a , 2016b . Rachel whose infant was adopted due to social conformity had accessed antenatal care (borderline case) (Quadrant 2) said: "I was dismantled as a mother" and lives with anguish and loss today.
Elaine concealed her second pregnancy from her family with her partners' knowledge is an example of a borderline case (Quadrant 2).
She concealed her first pregnancy for 6 months but was found out and recurrence of concealment features. Elaine felt pressure to mother her child, was unable to voice her wish for an adoption and reported significant difficulties postnatally: looking back it was postpartum depression, I mean a lot of it was triggered by the fact that I was sort of forced into having a child…by having no choice but to keep a child.
Elaine had experienced a gang rape during her adolescence:
it's all buried inside me, I don't tell anyone, I don't talk about anything. I just bury it. Everything, secrets, feelings, just bury it because that's the way I've always been…it's not forgetting it's just putting it to the back of my mind and focus on more pressing issues basically.
Margaret was sexually abused as an adolescent, became pregnant at 18 and her infant was stillborn (Quadrant 2). She presented to hospital when foetal movements stopped: The duration of concealment in borderline cases in Quadrant 2 is usually not as long as model cases (Quadrant 1). It involves the woman revealing the pregnancy or being found out (regaining agency and autonomy), while the fear is great it is not so intense that the woman will risk birthing alone and the outcome is determined by the woman.
Carrie's story illustrates movement in the typology from "regaining agency and autonomy" by concealing the pregnancy and choosing adoption (Quadrant 2) to "being made invisible" (Quadrant 4) by her abusive husband and finally being enabled to "regain agency and autonomy" (Quadrant 3) after accessing therapy. Carrie presented to hospital at 8 months when she recognized:
I would need help, I mean I couldn't do it on my own.
Carrie concealed her pregnancy and placed her baby for adoption (Quadrant 2):
I was very aware that I was pregnant…There was no denial, I was pregnant and no one was going to know about this but me, I proactively concealed my pregnancy.
Recalling the birth:
it was horrible, shocking…..I was aware of the birds and then I was aware of my baby being born, but I can't actually remember anything from it and I know it's my head trying to block it out.
Carrie who had a history of child sexual abuse reflected:
No one ever asked me why I wanted an adoption.
But at the time adoption was the right option for me.
Carrie concealed her pregnancy but found out years later her mother knew of her pregnancy and never offered support:
I actually tried to broach it with my mother but she was in denial …. but she had applied for the birth certificate a week after the delivery.
Carrie married a man she met shortly after she conceived. He found a letter she wrote to her adopted child:
I married him under the understanding that if I got married I wouldn't ever have to tell my parents that I had conceived …everything changed after that.
Carrie concealed her pregnancy and choose adoption to: "to regain agency and autonomy" (Quadrant 2) as it was her choice not to mother. After marrying she was living in a controlling relationship and movement in the typology is seen where she was "being made Carrie kept the adoption secret for years (remains a secret). After her husband's death she experienced psychological distress and she cut herself to release the pain:
because you do shelve a great aspect of your life and that's self-preservation, it's not, it's not denial, it is so you can keep moving….I developed a coping strategy that I've kept since…I began to isolate myself from people and I began to believe I couldn't trust anyone.
I was able to distance myself further from people….I suppose it's a learned behaviour, it allowed me to cope.
Carrie shared details of traumatic experiences:
I had been initiated into sex so early in my life, it didn't seem wrong to be having sex from an early age as my brother abused me for years. When I started having sex with my boyfriend I was about twelve or thirteen, at the same time as being abused at home. I didn't know any different, I thought that's how you sustained and maintained a relationship with someone.
The events in Carries' life seemed to explain why at one point she self-harmed, used alcohol to numb the pain, and after child protection services were notified she became suicidal. Carrie felt many practitioners had little insight into abuse and its' role in concealed pregnancy.
Carrie remarried and her spouse has no issue with her previous adoption which is now "part of her lifestory." She attended counselling and emphasized the importance of quality therapeutic services which has enabled her cope (regaining agency and autonomy) (Quadrant 3) with abuse in her earlier life and hopes her adopted child will make contact in the future:
There was a lot of healing on the back of that to be able to go on. But that could only have happened neonaticide, and perinatal deaths. One participant has told everyone that her child is adopted but she is her biological child. The degree of secrecy that persists means that concealment is unresolved compounding the psychological burden.
The outer circle relates to "social structures" and "patterns of expectation" which includes age, career/educational expectations, marital status, familial, community, and cultural factors that have an impact on concealed pregnancy. This research has identified for the first time that some women felt coerced into mothering with consequences for maternal-infant attachment. The outer circle illustrates the typology is a dynamic process evolving over time and captures all the presentations of concealed pregnancy reported.
We propose concealed and denied pregnancy are the same process. Levels of fear exist, which have an impact on coping responses and the degree of avoidance observed. Denial has been used a legal defence in tragic cases. The discourse of psychopathology is prevalent in media and court reports as legal teams appeal for leniency.
Shauna stated:
it made it real because you can deny it in your head when you can't see it but once the movement starts it's like oh god this is actually happening…I just thought I'd turn up at the hospital and go right give her to them people Aileen cried recalling:
It's still the story I tell today that I did not know I was pregnant. But I did know. How can I tell anyone my child was very nearly adopted.
Eileen who sought antenatal care just before the birth of her baby said:
I told myself I had a cyst or even a tumour. I never took a bath, only a shower I couldn't look down or I would have had to acknowledge I was pregnant.
We contend that denial is actually avoidance (emotional focussed coping strategy). Denial and avoidance are seen in other healthcare cases e.g., denial following a diagnosis of terminal illness despite being informed or avoiding/ignoring serious symptoms. To substantiate this point we draw on a case of public interest (UK) which involved a young woman who arrived to hospital with her dead newborn after an unassisted birth denying knowledge of pregnancy.
Diary extracts read in Court:
Please, please help me. I'm scared but trying to block it out…why can't it go away? Why can't it just go to sleep and leave me alone?
The psychiatrists' report found the woman had no mental illness.
This woman had presented late at 26 weeks for an abortion (Brooke, 2007) which was a missed opportunity to assist and support her.
| MEASURES TO ENSURE QUALITY
This study involved the collection of rich, in-depth, and sensitive data from 30 women who were concealing or had concealed a pregnancy in the past and data from 22 cases of public interest was also analysed. Interactions with professionals were also used to test the hypothesis about the emerging typology. While testing the emerging typology with women and stakeholders the core category was further refined. As data collection was almost complete and the abstract model was being saturated, seven women selected randomly were invited to test the typology for "fit." Each woman confirmed they could recognize their own experience in the framework presented. All women were keen that professionals "understand"
what is going on for women and reject pathologization and victimhood. The credibility of the findings will be appraised by readers and the utility of the framework for practitioners is there to assist understanding concealed pregnancy.
| DISCUSSION
Different types of concealed pregnancy (internally vs. externally mediated) exist. This study found an association between concealed pregnancy and trauma especially where concealment occurs close to, up to, or after childbirth. Kenner and Nicolson (2015) contend that pregnancy denial's association with neonaticide has led to misleading forensic data, which obscures the central role of trauma. Women may experience subsequent unresolved trauma following a concealed pregnancy especially during subsequent pregnancies e.g., psychological ill-health, self-harm, and suicidal ideation and intent.
Concealed pregnancy must be urgently re-appraised from a traumatology perspective rather than through a biomedical lens which locates the pathology in the woman. Psychopathology rarely causes concealed pregnancy, however, the literature usually refers to mental illness (Jenkins et al., 2011; Spinelli, 2014) and references to denial dominate the literature (Kenner & Nicolson, 2015; Murphy-Tighe & Lalor, 2016a , 2016b . The paralysing fear, complex emotions, and thought processes explain coping mechanisms of avoidance rather than psychopathology. Avoidance is defined as a mechanism or way of coping with stressors that cannot be controlled (Miller, 2016) .
Coping refers to cognitive and/or behavioural attempts to manage stressors, which can be partially temperament dependent but is also dynamic and influenced by context and experience (Miller, 2016) .
Avoidance is also observed as a feature of PTSD (Ayers & Ford, 2016) and is found amongst women who have a history of child sexual abuse or previous reproductive trauma.
This typology suggests that a focus on pre-pregnancy trauma, complicated attachment, and domestic violence warrants attention.
Professionals need to understand the extent to which fear can result in women concealing a pregnancy to the point of having an unassisted birth and the association with trauma. Developing supportive information and services where women can reveal is critical rather than intensifying surveillance. By understanding concealed pregnancy practitioners may enable women to regain control and assist in a successful adaptation following the birth. Increasing child protection and surveillance measures may increase the fear experienced by women and decrease opportunities for engagement. Developing care pathways and trauma sensitive therapeutic interventions to support women experiencing a concealed pregnancy is vital.
| Limitations
A limitation of this typology is that only one participant's outcome included neonaticide. Data relating to neonaticide and abandonment cases are drawn from cases of public interest. Another limitation is that the data does not include the views of partners, children, or family members. A little of literature exists in relation to concealed pregnancy as the majority of papers reviewed related to denied pregnancy.
| CONCLUSIONS
The reasons for concealed pregnancy may have changed but the fear women experience has not. Concealed pregnancy still occurs in liberal societies espousing reproductive autonomy for women. Concealed pregnancy must be appraised urgently from a traumatology perspective rather than through a biomedical lens. Practitioners must be educated in the delivery of trauma informed care while access to non-directive counselling and therapeutic services is vital. Participants have called for a contemporary discussion on concealed pregnancy as many reported being silenced by societal, professional, and media portrayals. Women reject being vilified, especially those who have had adverse traumatic, abusive, or coercive experiences. Portraying women as victims does little to assist them to come to terms with the experience of concealed pregnancy. Concealed pregnancy remains sensitive and taboo for many with insights from women themselves rarely heard. We hope this paper redresses this imbalance and that the typology aids understanding the complex process of concealed pregnancy.
